The coronavirus disease-2019 (COVID-19) pandemic has resulted in unprecedented disruption in post-graduate medical training. Han and colleagues offer the perspective of cardiovascular trainees with regard to: 1) allocation of scarce resources; 2) health care worker protection; and 3) end-of-life decisions. These issues are particularly relevant considering that this pandemic (and the next) has no clear end in sight.

We find ourselves today in a world that no one could have imagined. We definitely are "not in Kansas anymore." This virus heterogeneously surges and abates across the country, and without a coordinated national response, it will continue indefinitely until a vaccine is available.

We have little experience to draw upon in responding to the unique challenges posed by COVID-19. Hurricane Katrina also caused a major disruption in medical education, but was a focal event confined to a specific region. Katrina\'s negative impact was mitigated by the ability of unaffected institutions to relocate trainees from decimated training programs. In contrast, because there are no unaffected regions during this pandemic, we must "shelter in place" and adapt to the exigencies of this new situation.

To the authors\' first point, gaining training and experience in the "allocation of health care resources" is a particularly critical skill in making U.S. health care affordable as we prioritize value over volume. Moving forward, beyond the burden of this pandemic, trainees will practice medicine in an environment of shrinking health care dollars. Reducing waste (unnecessary, inefficient, or inappropriate care) and prioritizing resource utilization (the right patient, the right procedure, the right time) will be rewarded. To the extent it accelerates this educational change, the pandemic may be a catalyst for positive change.

Second, this will not be the last worldwide infectious disease pandemic current trainees will face in their careers. Developing a fundamental understanding of "health care worker protection" will serve them well. The COVID-19 pandemic has demanded novel responses, including restrictive hospital and clinic visitor policies, adapting to remote learning, implementing telehealth visits, and learning to prioritize procedures based upon the intensity of community infection. All are valuable lessons.

Last, the United States has been very late to the party in teaching "end-of-life decision-making and planning," which has been brutally pushed to the forefront by COVID-19. Patients and families benefit when they can make informed decisions regarding what is best for them. Palliative medicine is an underused and underappreciated specialty that brings enormous value to our patients and their families. The harsh experience gained during COVID-19 sheds light on a significant deficit in our graduate education programs. Our trainees (and their patients) would benefit more from a rotation on palliative medicine than an elective month in procedure training.

COVID-19 forces us to respond to unforeseen challenges and requires that we adapt to a "new normal." The negative impact of COVID-19 on traditional health care education is being discussed, analyzed, and hopefully mitigated by our resilience ([@bib1]). As Nietzsche wrote, "what doesn\'t kill you, makes you stronger" ([@bib2]). I don\'t think COVID-19 is going to kill cardiovascular education as we know it, but it will require that we adapt to drastic changes in our environment. Virtual learning and virtual meetings are here to stay. Certainly not to replace in-person learning, but to enhance it and make learning more widely available at a lower cost.
